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A Life Safety Code Inspection was conducted at 
your facility on May 20, 2009, the following findings 
were observed: ' 

KOOO 

K 017 NFPA 101 LIFE SAFETY CODE STANDARD K017 
SS=D 

Corridors are separated from use areas by walls 
constructed with at least Y2 hour fire resistance 
rating. In sprinklered buildings, partitions are only 
required to resist the passage of smoke. In non-
sprinklered buildings, walls properly extend above 
the ceiling. (Corridor walls may terminate at the 
underside of ceilings where specifically permitted by 
Code. Charting and clerical stations, waiting areas, 
dining rooms, and activity spaces may be open to 
the corridor under certain conditions specified in the 
Code. Gift shops may be separated from corridors 
by non-fire rated walls if the gift shop is fully 
sprinklered.) 19.3.6.1,19.3.6.2.1,19.3.6.5 

/ This STANDARD is not met as evidenced by: 
Based on observations during the Life safety code 
Survey it was determined that smoke barrier walls 
were not in good condition to prevent the passage 
of smoke in the event of a fire, basement wall 
surfaces in two (2) of two (2) observations at 1:45 
PM on May 20, 2009, RecreationlDining area in two 
(2) of two (2) observations at 1:55 PM on May 20, 
2009, Recreation Exit Area in one (1) of one (1) 
observation at 2:15 Pm on May 20, 2009. First floor 
Day room in two (2) of four (4) observations 
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K017 Continued From page 1 K017 
at 2:25 PM on May 20, 2009, The entrance door to 
the first floor Day Room in one (1) of one 
observation at 2:30 PM on M ay 20, 2009, and the 
stairwell door on unit 3 North in one (1) of one (1) 
observation at 3:45 PM on May 20,2009. 

These Findings were observed in the presence of 
the Facility Engineer 

The findings include: 

Smoke barrier walls were not in good condition to 
prevent the passage of smoke in the event of a fire 
as evidenced by opening in wall surfaces above 
ceiling tiles. 

Basement K017 

1. A 2 inch penetration was observed around 1. All penetrations were patched day 5/20/09 
communication wires and BX cable in wall surfaces of survey. 
near the exit door in two (2) of two (2) observations 
at 1:45 PM on May 20, 2009. 2. In future Maintenance staff will 

monitor all work done by outside 
2. A 2 inch penetration was observed in wall contractors to ensure that all 
surfaces around communication wires above the penetrations are sealed. 
entrance to Recreation/Dining area in two (2) of two 
(2) observations at 1:55 PM on May 20, 2009. 3. Rounds will be made monthly to 

check and document any penetrations 
3. A 2 X2 inch penetration was observed in wall above fire doors. 
surfaces around wires above the exit door in the 
Recreation Exit Area in one (1) of one (1) 4. Findings will be reported at Quarterly 
observation at 2:15 Pm on May 20,2009. CQI Committee meeting. 

First Floor 5. Completed. 5/20/09 

1. A 7 to 8 inch ooenine was observed around wires 
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Continued From page 2 
the television set and a 2 inch penetration was 
observed around conduit in the Day room in two (2) 
of four (4) observations at 2:25 PM on May 20, 
2009. 

2. A 2-3 inch penetration was observed in wall 
surfaces above the entrance door to the Day Room 
in one (1) of one observation at 2:30 PM on M ay 
20,2009. 

Third Floor 

1. A 4 inch penetration was observed above the 
stairwell door on unit 3 North in one (1) of one (1) 
observation at 3:45 PM on Mav 20, 2009. 
NFPA 101 LIFE SAFETY CODE STANDARD 

Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas are substantial doors, such as 
those constructed of 1% inch solid-bonded core 
wood, or capable of resisting fire for at least 20 
minutes. Doors in sprinklered buildings are only 
required to resist the passage of smoke. There is 
no impediment to the closing of the doors. Doors 
are provided with a means suitable for keeping the 
door closed. Dutch doors meeting 19.3.6.3.6 are 
permitted. 19.3.6.3 

Roller latches are prohibited by CMS regulations in 
all health care facilities. 

K017 

K018 

I 

i 
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K 018 Continued From page 3 

This STANDARD is not met as evidenced bv: 
Based on observations during the Life Safety Code 
Survey it was determined that the double swinging 
fire doors failed to latch into frame when tested in 
the Recreation Exit Area and First Floor Shower 
Area in two (2) of nine (9) observations between 
1:45 PM and 4:30 PM on May 20. 2009. These 
findings were observed in the presence of the 
Facility Engineer. 

The findings include: 

Double swinging fire doors failed to latch into 
frames when tested: 
(1) doors located entrance to the Recreation/Dining 
Room in the Basement and (2) doors located near 
the Shower Room on the First Floor in two (2) of 
nine (9) observations between 1:45 PM and 4:30 
PM on May 20,2009. 

K018 
1 

K 018 

1. Roller latches were removed and 5/25/09 
replaced with non-roller latches. 

2. Automatic fire door closures were  
adjusted and tested for proper door  
closure.  

3. Maintenance staff will make monthly  
rounds to check and document fire  
doors for proper closure.  

4. Findings will be reported to Quarterly  
CQI Committee meeting.  

5. Completed. 5/25/09 
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